Objective: Universal mental health screening in pediatric primary care is recommended, but studies report slow uptake and low rates of patient follow-through after referral to specialized services. This review examined possible explanations related to the process of screening, focusing on how parents and youth are engaged, and how providers evaluate and use screening results. Method: A narrative synthesis was developed after a systematic review of 3 databases (plus follow-up of citations, expert recommendations, and checks for multiple publications about the same study). Searching identified 1,188 titles, and of these, 186 full-text articles were reviewed. Two authors extracted data from 45 articles meeting inclusion criteria. Results: Published studies report few details about how mental health screens were administered, including how clinicians explain their purpose or confidentiality, or whether help was provided for language, literacy, or disability problems. Although they were not addressed directly in the studies reviewed, uptake and detection rates appeared to vary with means of administration. Screening framed as universal, confidential, and intended to optimize attention to patient concerns increased acceptability. Studies said little about how providers were taught to explore screen results. Screening increased referrals, but many still followed negative screens, in some cases because of parent concerns apparently not reflected by screen results but possibly stemming from screen-prompted discussions. Conclusions: Little research has addressed the process of engaging patients in mental health screening in pediatric primary care or how clinicians can best use screening results. The literature does offer suggestions for better clinical practice and research that may lead to improvements in uptake and outcome. J. Am. Acad. Child Adolesc. Psychiatry, 2013;52(11):1134-1147 6 However, to date, screening remains far from universal, 7-9 and mental health service follow-up rates after a positive result are reported to be low. [10] [11] [12] Although there are many potential explanations for these disappointing results, including difficulty coordinating with other screening initiatives, 13 the mechanics of and compensation for administration, 14,15 and limited availability of follow-up treatment, [15] [16] [17] [18] other explanations may involve how screening has been implemented. One set of potential difficulties with implementation centers on how screens are presented to youth and families. Universal mental health screening addresses conditions that are particularly stigmatized and subject to cultural variation in symptomatology, threshold for treatment, and even legitimacy as diagnostic entities. 19 The appropriateness of mental health screening in general medical settings may not be universally accepted by patients or even providers. In mental health screening, respondents must actively collaborate to disclose potentially sensitive information, 20 and must decide whether what they are experiencing matches the questions and response categories on the screener. 21, 22 Ultimately, respondents can credibly assert the existence of a problem even if the screen does not detect it, or vice versa.
M
uch evidence points to a gap between the prevalence of child and adolescent mental health problems and the amount and timeliness of treatment received.
1,2 Universal screening in pediatric primary care has been proposed as a way to detect and systematically address mental health care needs. Screening and initial treatment of mental health problems are recommended by the American Academy of Pediatrics' Task Force on Mental Health, and the US Preventive Services Task Force recommends screening for adolescent depression. 3, 4 The 2010 Patient Protection and Affordable Care Act mandates that commercial health plans offer depression screening, 5 and Medicaid's Early and Periodic, Screening, Diagnosis, and Testing (EPSDT) requires mental health assessment of all covered children. 6 However, to date, screening remains far from universal, [7] [8] [9] and mental health service follow-up rates after a positive result are reported to be low. [10] [11] [12] Although there are many potential explanations for these disappointing results, including difficulty coordinating with other screening initiatives, 13 the mechanics of and compensation for administration, 14, 15 and limited availability of follow-up treatment, [15] [16] [17] [18] other explanations may involve how screening has been implemented.
One set of potential difficulties with implementation centers on how screens are presented to youth and families. Universal mental health screening addresses conditions that are particularly stigmatized and subject to cultural variation in symptomatology, threshold for treatment, and even legitimacy as diagnostic entities. 19 The appropriateness of mental health screening in general medical settings may not be universally accepted by patients or even providers. In mental health screening, respondents must actively collaborate to disclose potentially sensitive information, 20 and must decide whether what they are experiencing matches the questions and response categories on the screener. 21, 22 Ultimately, respondents can credibly assert the existence of a problem even if the screen does not detect it, or vice versa.
A second set of potential difficulties relates to the way in which initial screening results are used by front-line clinicians. Screening programs choose their initial tests and cut-points to balance the risk of missing cases with the burden (on both clinicians and patients) of subsequent assessments needed to confirm a diagnosis. 23 Programs normally include plans for these subsequent assessments and figure them into the effort needed for implementation. 24, 25 Although many brief instruments have been validated for detecting child mental health conditions, [26] [27] [28] [29] [30] their psychometric properties make them unsuitable for use as universal screens without a deliberate follow-up step. For example, the Pediatric Symptom Checklist (PSC), the Strengths and Difficulties Questionnaire (SDQ), and the Patient Health Questionnaire (PHQ) have positive predictive values of 50% or less at the prevalence rates found in well-child visits. [31] [32] [33] [34] The PSC and SDQ have negative predictive values of about 90% at well-child visit prevalence rates, so even negative results may need at least brief validation of a child's low-risk status. In addition, broad-band instruments such as the PSC and SDQ yield only a risk of having some disorder, requiring additional steps to refine a working diagnosis before a treatment plan can be developed. The PSC and SDQ have subscales that point toward a particular group of problems, but these distinctions may not be reliable across populations. 30, 35 The purpose of this article is to review the available information about how families and youth are currently engaged in mental health screening programs in primary care, and how providers evaluate and use the information collected from screens. Improving the fit between screening practices and the nature of mental health screening could be one path toward improving mental health screening outcomes.
METHOD Search Strategy
PubMed, PsycInfo, and EMBASE were searched for studies of universal mental health screening in pediatric primary care in developed countries. A research librarian and an expert in systematic reviews were consulted on database selection and search term development. Terms were identified using each database's controlled vocabulary and other key words within 4 domains: mental health, children, primary care, and screening. Three authors (K.F., L.W., and R.Z.) came to consensus on the final terms for each database. Searches combined these terms using "AND" logic. In addition to the database searches, studies were identified through reviewing citations of key articles. No restrictions were placed on start date; the end date for inclusion was through May 2012. Once a final set of articles had been selected, an additional hand search was made for articles related to the same studies that might contain additional information on the screens or their use. 36 
Study Selection and Data Abstraction
Three authors (K.F., L.W., and R.Z.) developed selection criteria with a broad view of primary care that also included studies of school-based services and low-acuity services within pediatric emergency departments. A key criterion was that screening was administered systematically to patients attending primary care visits. Psychometric validation studies and epidemiological studies were excluded. Studies of attitudes toward screening were included as long as the participants had actually experienced screening and were not responding to hypothetical scenarios. Studies were excluded if they did not involve children or youth or examined only screening for substance abuse or developmental delay. No exclusions were made based on research design or language. One author (R.Z.) reviewed all titles and abstracts generated through the formal database searches according to these criteria. She then retrieved the full text for the selected articles and formally coded each article for inclusion in the review. In unclear cases, 2 or more authors reviewed the article and reached consensus on whether to include it.
Data abstraction followed PRISMA guidelines. 37 The extraction tool addressed the 2 main potential problems with screening implementation discussed above. To gather information about approaches to engaging patients in the screening process, including addressing concerns about stigma, descriptions were noted of by whom and how screens were presented to families, if and how issues of confidentiality were discussed, and the type of assistance offered while completing the screener. To gather information about plans for second-stage evaluation of screening results, descriptions were noted of how clinicians were taught or supported in scoring instruments, interpreting results, and using results in clinical decision making. Within these 2 major areas, sub-areas emerged during analysis. When present, data on how the factors studied related to rates of participation in screening or to visit process or outcome were also extracted. Each article was initially abstracted by a single author and then checked by a second author. When a single study was represented by multiple articles, we merged information from the different articles unless it was explicitly stated that methods differed across the elements of interest. No attempt was made to rate the strength of study methods. The heterogeneity of study designs and measures precluded a formal metaanalysis. The results presented here represent a narrative synthesis of the extracted data. The online supplement to this article includes a sample search strategy from 1 of the databases (PubMed) (Supplement 1, available online), detailed tables (Tables S1 and S2, available online) summarizing abstracted data, and the PRISMA checklist of the search process (Table S3, available online) .
RESULTS
Initial searches produced 1,263 titles of possible relevance ( Figure 1 were published between 2002 and 2012. A total of 25 took place in primary care settings, 6 in emergency departments, and 1 entirely and another partly in school-based sites. One study was conducted among children in foster care, and 2 others among children receiving a variety of ambulatory services. One study was a survey of parents who had used primary care services for children with mental health problems, and another compiled state data on primary care mental health screening. 9, 38 Of the 36 studies that described a single screening program, 11 involved only screens completed by parents, whereas 22 included screening completed by youth themselves and 3 by either parents or youth, depending on age.
Most (n ¼ 21) of the studies were observational, examining either systematic or convenience samples of patients who underwent screening. Nine conducted pre-post comparisons of screening trials or programs. [39] [40] [41] [42] [43] [44] [45] [46] [47] Two studies compared different timing of feedback of screening results to providers, 10, 48 and 1 study compared screening to providers asking the same questions as part of the visit. 49 One study was part of a randomized trial of depression treatment, but all study participants were similarly screened. 50 Only 1 study randomized parents to complete a screen versus usual care. 51 Table 1 presents a summary of the settings and instruments used. Additional details about the populations and data elements extracted are presented in Tables S1 and S2 , available online.
Engaging Parents and Youth in the Screening Process
Who Presents Screening to Parents and Youth? Different types of staff were used to introduce and administer mental health screening, but no consensus emerged on who is best suited for this role. There was no evidence that parents or youth were given a choice about who would administer the screening tool. Among studies that did not employ temporary research assistants for the task (n ¼ 21), 13 reported screens being introduced by administrative staff (e.g., "front desk personnel") before visits. 8, [10] [11] [12] 32, 40, 44, 48, 57, 61, [63] [64] [65] Seven reported that screens were given to families by nurses or specially trained aides. 41, 47, 56, 59, 60, 69, 72 One study incorporated screening questions into the prompts given to primary care providers by an electronic medical record system. 46 Only 1 study, in an emergency department, asked families who they thought should best introduce mental health screening to eligible patients. In that study, respondents believed that screens should be introduced by clinicians, and only after there had been time to build a level of rapport suited to a sensitive topic. 45 In another emergency department study, most youth said they were comfortable with being asked by a nurse about suicidality. 54 Explaining the Purpose and Processes of Screening. Little is described about how the purpose or processes of mental health screening are explained to parents or youth. Examples from the studies include having an appointment clerk tell parents that "optional mental health screening" is available at no cost, 65 having a staff member say that clinicians are interested in how youth are feeling, 50 and saying that a "mood questionnaire" is being given to all new patients. 74 One study told parents the clinic was "including questions about children's emotion and behavior as part of their pediatric visit." 34 In another, a nurse asked parents to complete the socioemotional scales of the Ages and Stages Questionnaire for their child and presented them with a letter (in English or Spanish) explaining its purpose (the contents of the letter are not described in the published report). 56 The most elaborate framing was described in a study conducted in an emergency department. 60 A slide show introduced screening using "adolescents' own words about how a depressed teenager might feel." The slides also described what would happen if a screen were scored positive.
No studies compared the success of different means of explanation; however, parent and youth willingness to be screened varied among studies that presented screening as optional or universal. A study that invited families to complete screening materials online before visits reported that only 9% did so. 64 In a study in which registration staff asked parents if they would be interested in screening, only about 45% accepted.
In an emergency department study, nurses or technicians, "at any time during the adolescent patient's assessment," used a laminated pamphlet to describe the purpose of screening and ask for the adolescent's participation; 65% agreed to be screened. 59 In contrast, systematically presenting screening to patients or families as a routine part of health maintenance visits resulted in a higher rate of completion (85%-95%). 11, 41, 61, 62, 74 Youth in 1 emergency department study said they preferred universal screening to avoid the feeling of being "targeted" as having a mental health problem. 45 JOURNAL OF THE AMERICAN ACADEMY OF CHILD & ADOLESCENT PSYCHIATRY VOLUME 52 NUMBER 11 NOVEMBER 2013 www.jaacap.org Those that did used varying language. Two studies of suicide screening in an emergency department told teens that clinicians and parents would be informed of results that indicated a concern for safety. 55, 70 Two studies of more comprehensive screening, 1 in an outpatient setting and 1 in an emergency department, told teens that their results would remain confidential unless there was evidence of danger to self or others, abuse, or significant functional impairment. 60, 65 In 4 studies, youth were told explicitly that their health care provider would see the results. 10, 32, 48, 57 One study said only that clinical staff had explained the "standard limits of confidentiality." 59 There was evidence that youth valued knowing whether their responses would be confidential. One study of a computerized, broad-band primary care mental health screener for youth 11 to 20 years of age found that a belief that data would remain private and would be used only for health care was positively correlated with satisfaction with use of the screen. 57 In Pailler et al.'s emergency department study, youth also said they wanted to know about the extent of confidentiality around their results. 45 Another study found that youth completing a screen on a hand-held device preferred it to paper because they believed it was more likely to preserve the confidentiality of their responses. 44 One study suggested that some youth might change their answers to screens based on who would talk with them about results. 71 Youth from low-income families, when told a research staff member would meet with them to review results, reported, on average, lower scores on a suicide risk instrument than did those who were told they would not have the review. Higher-income youth did not demonstrate this difference, and it is not clear whether the same effect would be seen if the review had involved a nurse, doctor, or social worker.
Privacy for Youth During Administration. Providing privacy during the completion of a screen is another aspect of assuring confidentiality and increasing disclosure. Most studies involving youth did not discuss privacy, and 1 study suggested that it could be difficult to assure, at least in an emergency department. In that study, parents gave consent for only 60% of eligible youth to be screened. The second most common reason for parents declining consent was unwillingness to leave the room while the youth completed the screen. 55 Another emergency department study used computerassisted administration with headphones, offering the possibility of private responses even though others might be present. 60, 75 Three primary care studies offered youth a "confidential space" to complete the screen. 8, 65, 74 Some studies using computerized screens noted the advantage that responses could no longer be seen once they were entered. 43, 76 Assistance With Completion. Little is known about the best strategies for conducting screening in primary care when families come from varying cultural, language, or literacy backgrounds. Eight of the studies reviewed excluded families that did not speak English; 41, 50, 54, 59, 70, 71, 74, 75 many others (n ¼ 20) did not state the language in which screening was administered. Only 3 studies reported that parents or youth were able to ask for assistance when completing screens, 34, 42, 56 and 1 computer-administered screen had an option that allowed the respondent to listen to the questions as they were presented. 59, 60 Two studies provided insight into the impact of helping families who have problems with language or literacy. One, which used the PSC with Latino families, found a high rate of incomplete forms when the instrument was selfadministered. 42, 73 After a switch to oral administration, completion rates improved, and the proportion "positive" increased among parents of children more than 5 years of age (it stayed the same for younger children). The study was not able to determine what about oral administration had been helpful; the authors speculated that overcoming inability to read the written form, greater confidence in disclosing the information verbally, or the ability of the person administering the screen to explain unfamiliar terms, may have contributed. In another study with a high (70%) completion rate and a culturally heterogeneous population (screening forms in 6 languages), language and literacy issues were thought to be among the reasons why some forms were not completed. 12 Attitudes Toward Screening and Screening Uptake. In addition to valuing statements about universal and confidential processes, as noted above, studies found that youth and parents value screening as a means to improve treatment. In 1 study, youth rated screening more highly if they believed that it would help them communicate with their provider and receive better care. 57 Other reasons for endorsing screening included the hope for better linkage to services 54 and increasing the likelihood of having one's concerns addressed during the visit. 44 In a survey of parents of children with mental health problems, screening was seen by the parents as an opportunity for doctors to signal that mental health problems beyond common concerns such as attention-deficit/hyperactivity disorder (ADHD) were appropriate for discussion in primary care. 38 
Evaluation and Use of Screening Results
Scoring Screening Instruments. Only 6 studies stated or implied that providers were taught how to score the screens used, 8, 11, 12, 39, 47, 49 and only 1 stated explicitly that providers were taught that a screen could have variable and low predictive values depending on the cut-point used. 8 In 20 studies, screens were scored by a computer, research assistant, or co-located mental health provider. 10, 34, 40, [43] [44] [45] 48, 50, 51, [56] [57] [58] [59] 64, 65, [70] [71] [72] 75 One study had providers review the screen during the visit but not score it formally until afterward. 41 Another suggested that providers not score the screen at any time, but rather follow up on individual positive items and assess for functional impairment before considering a referral. 63 Several studies did not describe how screens were scored.
Exploring Initial Screening Results With Families. The studies reviewed provide little guidance on how providers should explain and confirm screening results with families. Only 2 studies said explicitly that providers were trained either to ask follow-up questions about specific positive answers 63 or to validate the results through further questioning. 8 Some appeared to assume that clinicians would be recommending further care for those with positive screen results. 34, 42, 47, 53, 54 One explicitly said that children who scored positive (on the PSC) should be referred to a co-located social worker unless they were already receiving mental health care.
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Although some providers received a degree of training on diagnosis and management of the conditions targeted in the screens 8, 46, 49, 64 or had some degree of access to a mental health consultant, 11, 32, 41, 56, 59 others received only brief instruction, 47 in 1 case as little as a few minutes. 51 Other providers were simply instructed to follow "routine practice" or use results in whatever way they believed was clinically indicated 39, 40, 59, 60, 72 or as an "adjunct to their clinical judgment." 34 One study provided more general training in motivational interviewing, patient-centered counseling, and developing action plans regarding issues that might come up as a result of screening. 43 Three computerized screening systems provided prompts or referral resources keyed to particular positive answers, but except in 1 case 64 there did not appear to be training provided on use of the prompts. 10, 32, 48, 57, 69 Screening Follow-Up. Reported referral rates provide some clues to how providers use screening results to make clinical decisions. Whether parents were also asked more generally about mental health concerns influenced the relationship of screening results to follow-up plans. In 1 study, the overall referral rate for children who were PSC positive was 75% versus 5% for children who were negative. However, among children whose parents said they had mental health concerns about their child, referral rates for PSC-positive and -negative children were very similar (94% and 72%, respectively).
In a study of adolescents that used a different outcome measure, 10 16% of those with positive screens had at least 1 mental health visit in the follow-up observation period, compared to 5% of those who screened negative. However, the relationship of receiving follow-up services to a positive screen was seen for depression and suicidal thoughts, but not for substance problems. This study also involved a comparison of youth whose providers received screening results at the time of the visit or after a delay. Receipt of results at the time of the visit led to increased provider rates of recognition of youth mental health problems 48 but not to subsequent differences in service use. Thus, it was not clear whether the difference in use related to increased provider referrals or to screened youth being motivated to seek mental health services. Even youth who screened negative had more use than youth who had not been screened (although the comparison group was not randomized).
Four studies, when viewed together, could suggest that more elaborate screens offering diagnostic support may allow providers to be more discerning about follow-up processes compared to brief screens that yield only an overall risk status. Three studies using the brief PSC reported that about 70% or more of those with a positive result received a referral. 11, 42, 61 In contrast, in a study using the Depressive Psychopathology Scale (DPS-8; an 84-item computerized instrument covering suicide, social phobia, panic attacks, generalized anxiety, obsessivecompulsive disorder, depression, and substance abuse), 65 45% of those positive received a referral. Three of these studies (2 PSC and the DPS-8 study) were carried out in settings with integrated or co-located behavioral health services, although they differed in the age range of the children/youth involved and in whether parents were asked if they had concerns.
Two studies found that although positive screens greatly increased the likelihood of referral, a large proportion of the mental health referrals made from primary care ultimately were for children who had screened negative. In Hacker et al.'s study using the PSC, 11 61% of mental health referrals were for children with negative screens. In the study with youth using the DPS-8, 65 11 (46%) of the total 24 with mental health follow-up plans were screen negative. Screening may thus prompt parents or youth to provide information during the visit even if they did not reveal it in their responses to the screen itself. In 2 studies using computerized screens with summary reports, screened youth reported that the process had reduced the chance that 1 of their concerns would not be discussed. 43, 44 Screening may also prompt providers to ask additional questions (beyond those on the screen) even when they are not explicitly trained to do so. Some providers reported that screening had helped them better plan visits and focus on topics that were most relevant to patients. 32, 43, 44 In a study that made audio recordings of visits before and after screening was introduced, screening increased the number of discussions of behavioral issues, and this was not related to the screening score. 39 One study randomized providers to use the PSC scored either by parents or by a staff assistant. 51 After the visit, parents reported on the extent to which PSC items had been discussed with their child's doctor. Screening (compared to a nonscreened control group) increased discussions regardless of who scored the PSC, but staff scoring increased the extent to which providers raised topics rather than parents. Parent scoring did not impact the extent to which parents initiated discussions, but it was positively correlated with their satisfaction that PSC-related issues had been sufficiently discussed.
DISCUSSION
For mental health screening to succeed, respondents must be willing to divulge potentially sensitive information and agree to its meaning and validity. This review found that current use in primary care, at least as reflected in the contents of published reports, places little emphasis on steps that would make this possible. Published reports give little explanation of how the purpose of screening is explained or what youth are told about who will have access to the information. Assistance with completion or accommodation for language differences, hearing or vision impairment, or limited literacy is not usually described, and there are only inconsistent reports of attention to privacy during the screening process. However, although systematic comparison among studies is not possible, there is some evidence that attention to these factors influences attitudes toward screening and rates of uptake.
The literature also provides little insight into how clinicians evaluate initial screening results and use them to make clinical decisions. Although some programs paired screening with training or facilitated access to consultation and evaluation, the plans described for many assumed either that clinicians already knew what to do with the information or that all patients who screened positive should be referred for evaluation or treatment from a specialist. Only 2 articles said explicitly that the psychometrics of the screens that they used had been explained to providers, and that providers were trained either to ask follow-up questions or in some way validate the screen results. 8, 63 In the absence of skills to interpret results, and especially when using instruments that do not explicitly help differentiate among possible mental health problems, busy clinicians may opt to refer all positive screens (or cases with parental concerns). Such a policy could overwhelm limited mental health resources with large numbers of appointments, many of which might not be kept. In fact, 1 study noted that the cut-point on its depression screen had to be adjusted upward because primary care and behavioral health providers could not handle the volume of cases being identified. 48 One of the reviewed articlesperhaps because it was evaluating a new instrument-provides a possible model for what providers should know if they are to use existing screening tools. Hartung et al. 63 trained providers how to decide when follow-up questions were warranted, suggested general probes to get further information, and underscored that assessing impairment was a necessary step before considering a referral.
Other guidance can be drawn from the studies about possible ways to address problems with engagement. The few studies that asked found that both patients and providers found screening useful as a way to more efficiently and acceptably initiate discussions of mental health problems and be responsive to patient concerns. 32, 38, 43, 44 The studies reviewed suggest that families and youth are likely to feel positive about screening that is framed as universal, intended to optimize attention to their concerns, and designed to address common but sensitive issues in a thoughtful and confidential manner. As has been found in other settings, computerized screening was well accepted and may prove to be an effective way of efficiently administering screens that offer more decision support, overcome literacy barriers, and create a greater sense of confidentiality. 77, 78 Studies of general medical care have also found that youth asked to disclose sensitive concerns are responsive to assurances about confidentiality. 79 These considerations apply not just to screening but also to engaging parents, children, and youth in any service to which they are subsequently referred. 38, 45 Mental health problems can be chronic or recur across the lifespan, and negative experiences may make an individual reluctant to seek services when they are needed at a time in the future.
All of our observations regarding the relationship of engagement and evaluation to screening uptake or follow-up are best taken as jumping-off points for further study; we did not conduct a formal meta-analysis, and none of the studies reviewed were designed to explore these issues. The scanty information provided in most studies about engagement and evaluation steps does not necessarily mean that they were neglected by investigators, but could reflect a form of publication bias. Investigators or editors may see these details as unrelated to outcomes and thus less important to report than other study details. In addition, the inclusion of studies from school and low-acuity emergency settings goes beyond the usual definition of primary care, although it reflects the ways in which many children and youth receive general medical services. The strongest conclusion that can be drawn from this review is that the existing literature on pediatric mental health screening processes for patient engagement and provider use is very limited. Key issues such as how to present screeners in ways that are not potentially damaging to therapeutic relationships (e.g., intrusive, culturally inappropriate, not confidential), or how to help providers make valid use of screening results, have not received systematic study.
The large number of screen-negative children referred in some studies poses an important question for planning follow-up services. We do not know whether these referrals represent falsenegative results (which could be caused by failure to disclose information on the screen itself, a misadjustment of the cut-off point, or the overall process prompting disclosure of concerns not covered on the screen), or, less optimistically, an oversensitization to mental health concerns prompted by using the screen. New research on mental health screening in primary care should at the very least provide details about how screening is framed to patients and how providers are taught to use results; ideally it should study variations in these aspects of the process within the context of a clear vision of the clinical goals desired. &
Clinical Guidance
The literature suggests that screening can have a positive effect on parent, youth, and primary care provider willingness to discuss mental health issues.
There is a suggestion in published studies that parents and youth favor screening that is framed as universal, confidential, and designed to improve communication with their primary care provider, but there remain many questions about how screening can best be presented in primary care settings.
Screening may have unpredictable and potentially undesired impacts for patients and systems in the absence of support for clinical decision making, first-line treatment, and linkage to specialty care. Factors that promote effective screening-attention to informing patients about clinical goals, using accessible terms, and discussing confidentialityare also important aspects of any care that is subsequently offered.
Mental health professionals working with primary care providers may want to inquire about the extent to which their colleagues have been trained to interpret screening results. If asked for informal or formal consultation based on screening findings (positive or negative), it could be important to ask how the screen was administered, what other information has been gathered, and how the combined information has led to a desire for consultation or referral. Key domains are listed above in bold. Domains were joined using the Boolean operator "AND." Due to the high number of search hits, we added the following exclusion terms to the PubMed search, using the Boolean operator "NOT" 
